
right accent to the Latin words. The thesis did not
cause the least anxiety, since every university had a
storeroom where one could buy these wares at all
prices. But in order to avoid the thesis-dealers
becoming known, and to protect the young doctor
from the raillery of his comrades and of the public if
this by-way should come to light, a number of physi-
cians and philologians united for the establishment
of a thesis factory. The works were gotten up from
various stand-points, one, with respect to the univer-
sity by which the degree should be given and the
particular views of the professors there; again accord-
ing to different theories, as following Brown, Reil or
Hufeland and so on; finally according to price. The
cheapest kind of thesis cost four pistoles; they con-
tained a short, incomplete description of a disease, no
learning and bad Latin. Every university supplied
such as this. Then came a kind for eight pistoles; in
these were a description and treatment of a disease,
apparently complete, mixed with many quotations,
but nothing original; the Latin was indifferent. These
theses were suited to universities which had large
libraries. The third kind cost sixteen pistoles, and
handled questions of the day; they presented no new
points of view, to be sure, but the Latin was good.
Finally, the fourth and most expensive kind cost from
twenty-four to thirty-six pistoles. New ideas (!), the
newest terminologies, a description of pathologic
varieties with the necessary dawings, a compact deci-
sive diction as an indication of the energy and genius
of the author, and Ciceronian Latin. Specimens of this
kind seldom appeared, yet at that time Halle furnished
a few. Any one who wished to become a doctor sent
the price with the necessary postage, stating at the
time from which university he wished his degree and
according to which system he wished the thesis writ-
ten. Prompt and good service and strict secrecy were
guaranteed. They were always careful to have a con-
siderable number of these theses in stock, from which
one could take his choice. In the year 1802, the fol-
lowing subjects were offered; for Bamburg, "On
the Insufficiency of the Brown System and Inade-
quacy for the true Physician;" for Gottingen, "On
the great Usefulness of Medical Consultations," "On
Scarlet Fever;" for Jena, "On the Uselessness of a
Scholar's Reputation to a Professor of Medicine,"
"On the Necessity of rewriting all popular Papers,
and adapting them to the Principles of the Excitation-
theory;" for Halle, "On the Variation of the Brain-
matter from its Normal Form and Substance;" and
further, "A Review of all that has been done for Medi-
cine and all its supplementary Sciences, since 1800,
together with a brief Opinion as to whether the Labor
has been of Value." Wiirzburg, Erlangen and Kiel
were supplied in like manner. So much for the
Reichsanzeiger.

(To be continued.)

Connection Between Diseases of the Eyes and Nose.—Winckler
has found that 50 per cent, of the children brought to thehospital for scrofulous affections of the eyes, were also affected
with diseased conditions in the nasal passages. He emphasizes
the importance of finding and treating both lesions promptly,
as they are likely to spread and complicate each other. He
considers the use of the galvano-cautery and of caustics dan-
gerous, as he has known serious injury to result from them,
and prefers surgical intervention, cutting out tumors, treating
the catarrhal conditions with appropriate means and resorting
later to blood reduction of the inferior turbinate bones, or
whatever surgical intervention may be needed.—Journ. de
Sciences M6d. de Lille, February 13.

PECULIARITIES OF THE SURGICAL
DISEASES AND INJURIES OF

THE NECK.
BY EDMOND SOUCHON, M.D.

PROFESSOR OF ANATOMY AND CLINICAL SURGERY, TULANE UNIVERSITY.
NEW ORLEANS, LA.

(Continued from page 552.)
PECULIARITIES OF THE SURGICAL DISEASES, INJURIES

OF THE LATERAL REGION OF THE NECK OR
OF THE STERNO-MASTOID REGION OR

CAROTID REGION.

Congenital malformations are represented in this
region by the orifices of the branchial fistul\l=ae\,situated
most commonly along the lower part of the anterior
border of the sterno-mastoid; also by the congenital
deformity of the sterno-mastoid, called hematoma of
the sterno-mastoid, and congenital torticollis; also by
the congenital atrophy of the same muscle. Acquiredmalformations comprise the various forms and varie-
ties of torticollis and the deformities due to cicatrices.
Cicatrices of the neck are most objectionable, espe-
cially when affecting the exposed parts.
Swellings of the region recognize the same causes,

present the same forms and varieties as anywhere else.
Burns or frost bites present no peculiarity in the

region of the sterno-mastoid, except when deep and
reaching the sterno-mastoid or the underlying vessels
and nerves.
Contusions or blows on the neck are always severe,

but when striking the side of the neck over the jugu-
lar they are particularly severe and are comparatively
frequent; they may cause a hematoma in the sheath
of the muscle; they may cause paralysis or contrac-
ture of the muscle, producing a variety of torticollis;
the muscle is sometimes ruptured, also the vessels and
the nerves, these have a train of symptoms which will
be described further on.
Non-penetrating wounds, i. e., not extending deeper

than the muscles and glands, are not serious unless
through becoming infected. Penetrating puncturedwounds of the neckmay be deep without injuring the
vessels and nerves, owing to the elasticity and
mobility of the jugulo-carotid vessels. Penetrating
wounds of the external jugular, of the internal jugu-
lar and the carotid arteries are more serious injuries.
They all may give rise to circumscribed or diffused
hematoma. When this is of some size and stationaryit must be aspirated or incised. When it pulsates
and grows, it is because a traumatic aneurysm has
formed and the wounded vessel, vein or artery must
be ligated above and below the injured point. When
the penetration is comparatively small the sac may
be incised at once, after making as good a pressure
above and below as possible. When the puncture is
large and there is risk of the patient bleeding much
before the proper ligatures are secured, a provisional
loop ligature must be applied below the wounded
point. When the wound or the swelling is very lowdown, enough of the sternum must be resected to
reach the root of the carotid and the innominate, and
apply there the provisional loop ligature. Consider-
ing the gravity of a possible terrific hemorrhage this
advice is not too heroic; never ligate the common or
the internal carotid unless it is the wounded artery,
because of the possible effects on the cerebral circula-
tion. It is only when the persistent search for the
wounded point of the vessel has not succeeded that
the vessel itself should be ligated in continuity; below
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only, if possible; a ligature above whenever applicable
should be applied to guard against recurrent distal
hemorrhage. We must bear in mind that arterio-
venous aneurysm often follow punctured wounds
which have gone through the vein and the artery.
Wounds of the vertebral artery in this part of the
neck are more common in the canal of the transverse
process. At the base of the neck the wounds of the
vertebral are more grave than those of the carotid.
The diagnosis of this wound will be made only when

upon cutting down through the extravasated blood, it is
found that the carotid artery and the jugular vein are
intact. Then, when the hemorrhage is profuse, it
should be stopped by plugging with the finger or by
packing, and a loop ligature should be applied on the
subclavian or the innominate before proceeding far-
ther; when the wound in the vertebral is located it
should be tied above and below; if necessary, the
transverse process should be cut away with the bone-
nippers. These remarks apply also to the wounds of
the deep cervical, the inferior thyroid, the superior
thyroid, the lingual and the pharyngeal.
Punctured penetrating wounds of the base of the

neck are almost all fatal on account of the impossi-
bility of reaching the artery without fatal hemorrhage.
Punctured wounds of the nerves of the region (recur-
rent, phrenic, pneumogastric, sympathetic, spinal ac-
cessory, cervical plexus) give rise to the symptoms of
irritation of the nerves.
Non-penetrating incised wounds are only serious if

the external jugular vein has been injured, because
air may then penetrate into the veins. When the
edges of the wounds lose their parallelism these may
form a considerable hematoma. Incised wounds pen-
etrating the sterno-mastoid and severing it incom-
pletely are not so very serious.
Wounds dividing the sterno-mastoid muscle may

curtail power of the muscle from lengthening, due to
the cicatrization. When the muscle has been com-
pletely severed and the head is still, it is sometimes
brusquely thrown to the other side by the contrac-
tion of the intact sterno-mastoid. In case of division
of the muscle from operation this does not take place,
because the other muscles have gradually become
accustomed by the presence of the tumor to keep the
head properly balanced. The severed ends must be
strongly and closely stitched with strong catgut, and
the head kept in proper position by a liquid glass
bandage.
Incised penetrating wounds of the internal jugular

are perhaps more serious than the wounds of the car-

otid, because of the danger of penetration of air.
When the respiration becomes embarrassed the hem-
orrhage increases, just as in tracheotomy, where, as
soon as the tube is introduced the hemorrhage ceases.
These wounds are oftenest tearing wounds during the
removal of tumors. Whatever be the cause, if the vein
alone is wounded the blood is black and flows contin-
uously. The first thing to do is to plug the opening
to prevent the penetration of air; then make pressure
above and below with the fingers, enlarge the wound
and fill it with boiled water to prevent the possible
penetration of air; then look for the wounded vein and
ligate both ends. The proximal end is the most dan-
gerous, because of the penetration of air and of the
abundance of blood coming from the heart. When
the compressing fingers are in the way or if their
pressure is ineffectual, a provisional loop ligature
should be placed around the internal jugular until

the wounded ends are ligated. When the wound is
low down, it may be necessary to resect the sternum
and place a provisional ligature around the innomi-
nate vein or the superior cava. Incised wounds of
the superior thyroid, lingual and facial veins close to
the internal jugular are almost as severe.
Incised penetrating wounds of the carotids give

rise to profuse, even terrific hemorrhage. When the
wound is large or when the hemorrhage is moderate
but not at once attended to on the spot, it may be
immediately fatal. A man will thus bleed to death
in four minutes from the carotid, it is said. When
the larynx or trachea is wounded the blood pene-
trating into them causes death also from suffocation.
The hemorrhage is sometimes stopped by faint-
ing if the wound is not too large. Upon reaching
such a case the first thing to be done is to plug
the wound with the fingers or to pack it quickly.
Packing will stop the hemorrhage temporarily if the
vessel is of any size above one-sixteenth of an inch.
It is best and safest to enlarge the wound and attempt
to ligate the two ends in the wound; if this causes too
much bleeding a loop ligature must be applied as
above described. If the bleeding has stopped of itself
it must be borne in mind that it will almost surely
return, and that it may do so when proper surgical
assistance can not be procured and the patient may
bleed to death; therefore, the case should be treated
as described above for punctured wounds. Incised
penetrating wounds of the root of the neck are almost
all fatal on the spot. The same remarks as above
apply here. It is sometimes difficult to recognize which
vessel of the neck has been divided; spurting, however,
is characteristic of arterial lesion; but the vein may be
divided at the same time. When the vein and artery
are simultaneously wounded, ligate ends of both. In
all cases where clamping stops the bleeding and a

ligature can not be well substituted, the clamp should
be left in place thirty-six to forty-eight hours.
Punctured wounds of the nerves of the region

(recurrent, phrenic, pneumogastric, sympathetic,
spinal accessory, cervical plexus), give rise to the
symptoms of the irritation of those nerves. Incised
wounds of the nerves of the region (recurrent, phrenic,
pneumogastric, sympathetic, spinal accessory, cervical
plexus), are followed by the following symptoms:
When the recurrent is wounded there is aphasia more
or less complete. The section of the phrenic and
pneumogastric on one side only is accompanied by
respiratory and circulatory irregularities; they are not
necessarily fatal, but it is a most serious complication.
Park has shown that only about 50 per cent, of these
cases are fatal. Complete wounds of the sympathetic
are followed by atresia of the pupil, slight ptosis, con-
gestion of the conjunctiva, headache, congestion of
the side of the face (unless only stimulated); it pro-
duces mydriasis, pallor of face, protrusion of eyeball.
Injury of the superior laryngeal nerve is sometimes
very serious. When possible, the divided ends must
be sutured with fine silk.
Penetrating or deep contused and lacerated wounds

of the region do not expose so much to primary hem-
orrhage, but the suturing of the muscles, the ligation of
the vessels and the stitching of the nerves can not be
relied upon as safely, because of the sloughing which
usually follows those wounds; for the same reason
secondary hemorrhages are much more common and
more grave. Penetrating or deep gunshot wounds of
the region call for the same remarks, plus the frequent
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penetration of the digestive and respiratory tracts
and spinal canal with their possible complications;
the presence of a ball or foreign bodies deeply lodged
and unremovable in these wounds injures the vessels
more frequently and seriously than the deep punc-
tured wounds. Here less than anywhere else should
search be made for the bullet. When, however, the
wound is large, the finger may be introduced, and if
the ball is felt it should be removed.
Poisoned wounds, stings, bites, etc., present nothing

peculiar in this region.
Foreign bodies, represented by bullets particularly,

may remain embedded in the tissues without giving
rise to any serious trouble; a bullet may thus remain
in contaet with the large vessels without causing
trouble, but not so with the nerves.
Rupture of the sterno-mastoid is the most common

rupture of all the muscles ruptured; it has taken place
after falls, sudden twists, violent muscular contrac-
tions. There is great pain, a depression on the course
of the muscle, great hematoma; the head is often
twisted by the action of the other muscle.
The treatment consists in placing the head in proper

position, and immobilizing it in a liquid glass bandage.
The rupture is usually partial; when complete the
ends are far apart; it is well to cut down and stitch;
otherwise a kind of torticollis may result from the
lengthening of the muscle.
Neuroses are represented by the disease known as

torticollis.
(To be continued.)

S0G1ETY PROCEEDINGS.
Chicago Oph-thalmological and Otological

Society.
Regular Meeting, held at the Chicago Athletic Association

Booms, Feb. 9, 1897.
Dr. Montgomery in the chair. There were fourteen mem-

bers in attendance. The minutes of the last meeting were read
and approved.
Dr. Cassius D. Wescott reported a case of

KELOID OP THE CORNEA.
In February, 1895, a baby 2 years old was seen with a disfig-

uring prominence on the cornea of the left eye. Tarents, who
were Scandinavians, gave the following history : Three or four
days after birth the left eye became swollen and red and dis-
charged yellow matter. No ophthalmologist was consulted
until the cornea had become opaque. The mother says there
was no change in appearance of eyeball for six months, and
then the front of it began to grow and continued to do so for
six months, and then ceased. Eye never seemed painful. The
lids were never closed over the projecting eyeball.
From all appearances it seemed to be a case of total staphy-

loma with thickening and epidermization of the cornea, and an
abscission was advised. But on examination, under an anes-
thetic, it was discovered to be a solid tumor. On examination
of the specimen after abscission and evisceration, the cornea
was found to have been perforated and the iris adherent
throughout its entire extent, and that the cornea was uniformly
thickened, measuring in the center nearly 8 mm. in thickness.
The external surface was rough and the color that of the integ-
ument. The wound healed kindly, and several months after
the operation the cicatrix was normal and the stump freely
movable in the orbit. The specimen was placed in Fleming's
solution and the hardened cornea examined by Dr. Hektoen,
who made the following report: "The sections (30 to 40
microns in thickness) were stained with hematoxylin and eosin
according to Van Gieson's method. Microscopically the ante-
rior epithelial covering is somewhat, but uniformly, thicker
than normal and the cells composing it are more flattened than
usual, while those upon the surface have formed a relatively
thick horny layer, so that the cornea is provided with a ' dis-
tinct stratum corneum.' In some places the lower layer of
cells is of a brownish color, but otherwise the anterior epithe-

lial layer of the cornea is free from pigment, but the conjunc-
tival epithelial covering present is the seat of a light brownish?,
diffuse pigmentation.
"Bowman's membrane is not conspicuous, its place being-

taken by fibrillated material. Under a low power the substance-
proper of the cornea is seen to consist of a densely lamellated
structure, the lamellae running parallel to each other, but are
broader and irregular as compared with those of the normal
cornea. Distinct fibrillated bundles run obliquely or trans-
versely across the sections and often split into smaller bundles.
Between the lamella? are irregular narrow spaces that seem to
contain nuclei; the interlamellar spaces are larger and plainer
in the posterior strata of the sections. The substance proper
seems to be avascular. In thicker sections (10 microns) the
lamellee are seen to be composed of fine and coarser fibrillse that
interlace rather irregularly, and the interflbrillar and inter-
lamellar spaces contain connective tissue cells with large flat-
tened nuclei (corneal corpuscles). Their number is not increased.
The posterior basal membrane is absent over one-half of the-
posterior surface of the cornea, its place being taken by lamel-
lated material; the posterior endothelial layer is absent com-
pletely, and its place is taken by an irregular layer of yellowish
and brownish pigment granules and masses of varying thick-
ness ; whether the brownish pigment is all enclosed in cells or
not could not be determined. The diagnosis would be, hyper-
plasia of the substance proper of the cornea (keloid) with epi-
theliosis of the anterior surface and a pigment layer upon the-
posterior surface due to prolapse of the iris."
Dr. Wescott, after an extended search of the literature, was-

only able to find two cases which at all resembled this case.
One reported by R. Simon in the Centralblatt f. practische
Augenheilkunde, 1882, page 193, the other by I. Szokalski,
Warsaw, in the Annates d'Oculistique, 1865, page 209. He-
thinks the term keloid as applied to this case might be open to
criticism. For histologic reasons it might perhaps be called a
case of chronic inflammatory hyperplasia ; but in its genesis it
certainly resembles keloid.
Dr. Lyman Ware reported a case of
PANOPHTHALMITIS FOLLOWING CATARACT EXTRACTION,

dacryocystitis being present at the time of the operation. The
conjunctivitis and dacryocystitis were treated with nitrate of
silver and other astringents without special benefit, and it was-
not until a solution of formalin, 1 to 5000, was used that any
improvement took place. Five months after the patient was
first seen a preliminary iridectomy was done on both eyes with
good recovery, the eyes not being bandaged, and the formalin
solution used three or four times a day. Two months later the
cataract was extracted from the right eye. The wound was-
made at the sclero-corneal margin, coming out well back in the
conjunctiva, making a good flap. The after-treatment con-
sisted of washing the eye with a solution of formalin three-
times a day and having it covered with a wad of absorbent cot-
ton soaked in the same solution. For the first two days the
eye had all the appearances of making a good recovery. No-
pain was present and the wound was perfectly clean. On the
third day the wound began to show signs of infection. The-
cornea soon became involved, panophthalmitis set in and the
eye was totally lost. Under ordinary circumstances, Dr. Ware-
would not have ventured to operate on the cataract until sev-
eral months had elapsed after the apparent cure of the dacryo-
cystitis, but as the man had been blind so long, was old and
feeble and thought he could not return again to the city and
especially as the formalin solution seemed to control the dacryo-
cystititis so well, he thought he was justified in making the-
attempt to restore vision.
Dr. A. B. Hale thought an operation for cataract should

never be done if there was the least trace of dacryocystitis. In
many chronic cases it was advised to excise the tear sac, thec
extraction being postponed until the wound had healed.
Dr. W. Franklin Coleman mentioned a case of extraction,

where conjunctivitis, with muco-purulent discharge, was pres-
ent, and yet a good result followed. A preliminary iridec-
tomy was done, followed, in two weeks, by extraction.
Dr. Edward L. Holmes had the same experience in similar-

cases.
Dr. Horace M. Starkey said that the only case of suppura-

tion after cataract extraction in his experience happened in a
case similar to that of Dr. Ware. The wound did well for 72;
hours and then suppuration set in with destruction of the eye-
ball.
Dr. Gradle asked if any member had tried obliteration of

the tear duct with the galvano-cautery.
Dr. W. T. Montgomery has closed the punctum with a hot

wire. He thought that in cases of cataract extraction compli-| cated with conjunctivitis a preliminary iridectomy should be
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